INTRODUCTION
Percutaneous transluminal angioplasty (PTA) is performed in cases of peripheral arterial occlusive disease to maintain blood flow to the distal part of the limbs by expanding occlusive, stenotic, or atherosclerotic vascular lesions using special technologies and instruments with small incisions or punctures [1] . The recurrence of symptoms after PTA may have multiple causes including in-stent stenosis, the occurrence of new lesions, and the effects of other comorbidities [2] .
However, patients with problematic arterial lesions may not complain of any significant symptoms; major causes for this include the progressive development of collateral vessels and decreased activity of the patient, which contributes to reduced tissue oxygen demand.
There are many studies analyzing the patency of endovas- The groups with and without symptom recurrence after endovascular treatment are compared in Table 2 . Hyperlipidemia, the presence of a dorsal arch, and the smoking history expressed in pack-years were significantly different in the baseline characteristics of the groups. As a result, those without symptom recurrence had a lower amputation rate, lower re-intervention rate, higher primary patency, and higher secondary patency than those with symptom recurrence did.
The results of the Cox proportional hazards analysis of symptom recurrence are presented in Table 3 . Significant factors were hyperlipidemia and the presence of a dorsal arch.
There were eight patients with hyperlipidemia with 10 involved limbs, which was the basis for our statistical analysis.
The differences between the groups with and without hyperlipidemia are summarized in Table 4 . The recurrence of
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There were also statistically significant differences in the recurrence of symptoms and the symptom-free duration even though there were more TASC C and D lesions in patients without hyperlipidemia (Table 4 ).
Another factor that had an effect on the symptom-free duration was the presence of a dorsal arch prior to the endovascular procedure. The presence of a dorsal arch was confirmed by direct angiography before the procedure. A dorsal arch was observed in 37 limbs (62%). At 12 months, 68% of patients with a dorsal arch were symptom-free compared to 58% of patients without a dorsal arch. In addition, at 24 months, 55% of patients with a dorsal arch were symptom-free compared to 14% of patients without a dorsal arch.
The absence of a dorsal arch at the procedure was a significant risk factor for the recurrence of symptoms (relative risk=0.675, p=0.047) (Fig. 1B) . In contrast, smoking packyears or smoking at the time of the procedure did not have a statistically significant effect according to the Cox proportional hazards regression models.
Stent insertions were more likely not to result in the recurrence of symptoms than the use of balloon angioplasty Mi Ju Bae, et al Fig. 1 . Symptom-free rates related to (A) hyperlipidemia (p=0.031), and (B) the presence of a dorsal arch (p=0.047). All factors were analyzed by survival analysis. Values are presented as number (%) unless otherwise specified. (Tables 2, 3 ).
The TASC A and B group is compared with the TASC C and D group in Table 5 . In the TASC A and B group, 88%
of limbs were not amputated, which is significantly higher than the corresponding value of 79% in the TASC C and D groups (p=0.046). The symptom-free duration of the TASC A and B group was longer (p=0.036), and the TASC C and D group required significantly longer stent insertions (p=0.023).
Longer stent insertions were associated with symptom re-
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DISCUSSION
Depending on the site of the lesion, PTA has a low morbidity rate and good long-term patency rate. It has been established as the primary treatment for aorta and iliac arterial lesions [4] . Compared to bypass surgery for the treatment of infra-inguinal arterial occlusions, PTA has a lower associated morbidity but lower primary patency [4, 5] . Recently, due to progress in the equipment used in PTA, the primary patency of endovascular angioplasties for superficial femoral arterial lesions has been improved [6, 7] .
At our center, we were not able to carry out follow-up exams on every patient on a regular basis after PTA; follow-up exams were performed when a patient complained of symptom recurrence during his/her follow-up visits. Most of these patients showed stenosis or occlusions due to the involvement of related vessel walls, but some symptomatic patients did not have any problems in their vessels. On the other hand, some patients did not report any recurrence of symptoms although their long-term follow-up computed tomography scans consistently showed occlusions in the treated vessels. Based on these findings, we concluded that it would be more appropriate to study the factors affecting symptom recurrence after the operation rather than focusing solely on patency.
This study tracks endovascular angioplasties limited to the superficial femoral artery performed over four years.
Twenty-one limbs (44%) had recurring symptoms within the follow-up period. Re-intervention was performed in eight limbs (17%). Administrating additional medication improved the symptoms in the other 13 limbs.
The risk factors associated with peripheral arterial disease presented in the TASC II guidelines are male gender, older age, diabetes, smoking, hypertension, dyslipidemia, hyperhomocysteinemia, increased C-reactive protein, and renal insufficiency [3] . Of these factors, this study identified hyperlipidemia as the factor influencing symptom recurrence to a statistically significant extent. In light of the fact that lipid-lowering agents were used in all patients after endovascular treatment, it is more precise to say that initial hyperlipidemia was strongly associated with symptom recurrence.
In addition, the symptom-free rate was higher in cases where angiography before the endovascular procedure showed the presence of a dorsal arch. Even if a dorsal arch is present, it may not be visualized in computed tomography angiography because of the slow flow of contrast material.
Thus, the presence of a dorsal arch must be confirmed before an endovascular procedure is performed.
Several studies have shown that the number of runoff vessels improves outcomes in patients with infra-inguinal arterial occlusive disease undergoing endovascular angioplasty [2, 8, 9] .
In contrast, another study has reported that the number of tibial vessels did not significantly influence the outcomes of 289 limbs in 236 patients with primary endovascular stenting of the femoral and popliteal arteries, as determined at seven years after surgery [10] . In this study, the number of distal runoff vessels likewise did not have a statistically significant effect.
Primary patency was established in 85% of patients whose symptoms did not recur, and secondary patency was established in 95% of such patients, as shown in Table 2 . Thus, there were some cases of patients with non-patent revascularized vessels who nonetheless did not show any symptoms. In contrast, there were some cases of patients with patent revascularized vessels who did show symptoms. Such cases are associated with the development of collateral vessels and have been described in many papers [11] [12] [13] [14] .
Collateral vessels develop from pre-existing arterioles, which enlarge in response to shear stress forces precipitated by inflow arterial occlusions [13] . Collateral vessels provide a natural bypass system, protect against critical limb ischemia, and may reduce leg symptoms in peripheral artery occlusive disease [12] . Following arterial occlusion, collateral vessels first increase rapidly in number and later grow larger in diameter, as has been observed in animal models [14] . As described by McDermott et al. [11] , the presence of more numerous collateral vessels is associated with better functional performance in patients with peripheral arterial disease, although there was no significant association between collateral size and functional performance. However, these collateral vessels typically do not fully restore lower extremity perfusion, and furthermore, the ability of collateral vessels to compensate for occlusions is impaired by risk factors of disease [12] . Another factor associated with recurring ischemic symptoms is the patients' activity level. A decreased activity level corresponding to the aging process results in decreased oxygen demands in the lower limbs, thus reducing the symptoms of ischemia. However, maximal collateral vessel enlargement occurs during exercise [15] . Therefore, it is important to balance these factors through proper exercise.
In conclusion, several studies have reported factors affecting primary patency after PTA, but the results of these studies are still ambiguous. This study demonstrated that hyperlipidemia and the presence of a dorsal arch affect the recurrence of symptoms after PTA.
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